We started out navigating buttons and screens each from our respective homes, joined by speaker phone. "Do you see the green button? Is there a place to click to join the video?" We clicked. We rebooted. We troubleshooted. And then . . . MAGIC! We could all see one another on the same screen at the same time: two doctors, two patients, meeting for our first video visit. We exploded in cheer. It only took a moment to notice that our patients had dressed up for the occasion. Him in a derby hat with a green plume affixed to the side, her with a large metallic bow in her hair. Laughter echoed across the line. We knew going into the visit that the conversation would consist of hard subjects, but this moment of grace lifted our worries. Simple pleasures shared between longtime collaborators in care.

As primary care geriatricians, our work is focused on community‐dwelling older adults. With the COVID‐19 pandemic, our clinical duties have shifted toward a more innovative, albeit challenging means of connecting with patients. Telemedicine has been an incredible advancement, one we have been seeking to implement for years. Out of necessity, we are pushing forward an innovation over a matter of days that would have logistically taken months to years. With a decline in our in‐person visits and a ramping up of telemedicine visits, we have had time to focus on what we do best as primary care geriatricians: consider and plan for the difficult decisions facing us and our patients in the coming days, weeks, and months. It has also given us time to worry: the emergence of a smoldering ageism during this pandemic has been highlighted well in the news and editorials by our colleagues. We anxiously think about how to protect and serve our patients at a time when most of the already scarce resources are allocated to the emergency departments and hospitals. We worry about what could happen if not enough resources are available in the pandemic to care for our patients.

In our small corner of the world, we have begun to preemptively reach out to our patients, prioritizing based on risk although ideally reaching every primary care patient. In these video or telephone visits, we check in, ask how they are feeling, provide COVID‐19 education, and ask if they have the help they need. When needed we connect them to resources and remind them how to reach us if they become ill. We offer reassurance and dispel myths. And then we ask the harder questions. We ask them to revisit advance care planning, to consider what they would want if they became ill during a pandemic. We ask about what matters most and who would make their healthcare decisions.

This was the basis of this call with Mr. and Mrs. M, a warm, kind, and upbeat couple, devoted to each other and always patient when we are running behind in clinic. We started with funny hats and bows and family check‐ins. We switched gears to touch base on chronic medical conditions and symptoms from prior visits. We ensured medications were refilled and readily available. We reflected on the pandemic: their thoughts and worries, their preparedness.

They are well prepared. They have all essentials and are practicing physical distancing. They have access to reliable medical information, and their children from out of state are calling regularly to check in. They have found ways to seek delight as their world has shrunk to fit the rooms of their home. This is not new territory for them. In the 1960s, Mr. M spent 2 years in a rural village as a Peace Corps volunteer. Shortly thereafter he met Mrs. M, and they spent their first 3 years of marriage without reliable running water or electricity. Their current situation, they reflected, was luxury in comparison.

We transitioned to a discussion of their goals in light of this unique time. All were keenly aware that despite being quite functional, they are still in a high‐risk demographic for this virus.

"We spoke to our daughter about this already," they said. "We know that because we are nearing our eighties, a ventilator may not be available to us even if we needed or wanted one."

Him: "I think we are both at ease with the possibility of our own mortality. If there are plenty of resources, of course do your best to treat us. But if not, make us comfortable. My primary worry is her well‐being if I am gone." He gestured to his wife, his voice cracking a bit.

Her, laughing: "If he dies and leaves me here, I will be so mad at him. But . . . I will be okay. WE will be okay."

They will be okay.

We closed the video chat by outlining the ways they could reach us and the things we were doing to prepare if our patients were to get sick and choose not to go to the hospital. We considered the realities, the unknowns, our hopes, and our worries. We felt comfortable with all of this because they are our primary care patients. They trust us and welcome our vulnerability. They thanked us for our honesty and for what we were doing as medical providers. They implored us to stay safe and protect our families, their generosity of spirit a continued reminder that we have the best and most humbling job in the world.

We are all seeking ways to reach beyond ourselves and serve the greater good in this unprecedented time, to protect our most vulnerable patients from this invisible killer. Primary care geriatricians are uniquely situated to have an indelible impact on the way our community‐dwelling older adults live through and, in some instances, die from this pandemic. We can reach into their homes through innovative means and serve as a source of support. We can help them prepare for the worst, even as they take precautions and hope for the best. This is our call to action. This is our time.
